
SUGGESTED FORM 

DMAS-  425-A   Rev. 07/04 Page 1 of 1 

Mental Retardation Community Medicaid Services 
 
____ NEW          ____ REVISION 
FOR CSP YEAR         FOR CSP YEAR 

Consumer-Directed 
Respite Services 

 INDIVIDUAL SERVICE PLAN 
 
Individual:                                                                                              Medicaid Number: ____________________                                          
 
Services Facilitator/Agency:   _________  SF Provider Number:  _____             
 
Services Facilitator Telephone Number:   Services Facilitation Start Date: _______________ 
 
Designated Backup:                   Telephone:   _____ 
 
ISP Start Date: __________ 

 
SUPPORT GOAL/OUTCOME:   

 
PURPOSE OF SUPPORT 

 

 
WHEN  

SUPPORT 
IS 

PROVIDED 

 
WHERE AND HOW SUPPORT WILL BE PROVIDED  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TOTAL HRS PER YEAR: __________ 

 
 
 
 
 

 
 
    
 
 
 
 
    
 
 
 
 
 
 

 
NOTE:  CD-Respite Care Services are limited to 720 hours per year (inclusive of any agency-directed Respite Care hours.) 
 
 
COMMENTS: 


